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In 2005, legislation commenced requiring Queensland nurses to make reports of 
suspected child abuse and neglect to government child protection authorities. This 
development further harmonised Australian mandatory reporting laws and their 
application to the nursing profession, although inconsistencies still exist between 
States and Territories. As indicated by research published in 2006,1 little is known 
about nurses and the reporting of child abuse and neglect. The legislative change in 
Queensland provided a new opportunity to study nurses’ attitudes to reporting, 
knowledge of the legal reporting duty, and reporting practice, all of which provides 
much-needed evidence about the reporting of child abuse and neglect, and about the 
laws themselves. This article describes results from a State-wide survey of 
Queensland nurses. Findings have implications for law reform, nursing practice, and 
nurses’ training in child abuse and neglect reporting. 
 
INTRODUCTION 
In Queensland on 31 August 2005, legislation commenced which for the first time required registered 
nurses to report suspected child abuse and neglect.2 The effect of the legislative provisions was to 
require registered nurses to report to the Department of Child Safety an awareness or a reasonable 
suspicion that a child had been, or was likely to be, physically abused, sexually abused or exploited, 
psychologically or emotionally abused, or neglected, where the harm caused or likely to be caused to 
the child was of a significant detrimental effect. This enactment made Queensland’s mandatory 
reporting legislation as applied to nurses largely similar to the nurses’ reporting laws in the other States 
and Territories, although there remain some differences throughout the country.3  
 
Mandatory reporting laws are intended to work as a case identification and early intervention system 
for cases of child abuse and neglect, without which most cases would remain undisclosed. Recent 
annual data, for example, indicates that mandated reporters were responsible for uncovering the large 
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majority of substantiated cases in the USA (67%), Canada (75%) and Australia (58%).4 The disclosure 
of such cases enables child protection, and the provision of support and intervention services to 
children and families, which holds the potential to improve health, development and wellbeing with 
longer-term benefits including saving downstream costs to children and society. 
 
Despite the potential for prevention and early intervention, there is little empirical research into nurses’ 
reporting practice under mandatory reporting laws, or into contextual factors influencing their reporting 
practice.5 There is little evidence about nurses’ compliance with the legal duty, their knowledge of 
specific features of the legal duty, their attitudes towards reporting, the extent of their training in 
detecting and reporting child abuse and neglect, and their confidence in detecting and reporting child 
abuse and neglect. Further, there is a dearth of published data providing details about nurses’ specific 
reporting practice and reporting outcomes. For example, the Australian Institute of Health and Welfare, 
which collates State and Territory child protection statistics, does not publish the percentage of 
notifications from nurses that result in substantiated and unsubstantiated reports, nor even the raw 
numbers of reports made by nurses. Rather, data for Australian nurses is subsumed under the categories 
of “hospital/health centre staff” and “other health personnel”.6 This is significant because it means that 
researchers, policy makers, and indeed nurses themselves do not have an accurate picture of their 
reporting practice or the factors associated with effective reporting practice in different jurisdictions. 
 
However, while not generalisable due to small sample size, Australian research has indicated that:7 (a) 
nurses were less likely to report suspected cases of emotional abuse and neglect;8 (b) even where they 
identified a child as unsafe, nurses were reluctant to identify the situation as one of possible child abuse 
due to concerns that they might be wrong, and due to concerns about the possible negative 
consequences for themselves and the child’s family if child abuse was mentioned;9 and (c) some nurses 
denied the existence or significance of child abuse.10 As well, research has found that a major factor 
influencing reporting practice was nurses’ concerns about the consequences of reporting, especially for 
the child’s family, with these concerns caused by doubts about the effectiveness of child welfare 
system interventions.11 Concerns about the effectiveness of agency interventions sometimes caused 
failure to report suspected cases.12  
 
Evidence from overseas jurisdictions is also scant, but a 2005 study found that while 14% of nurses had 
made a report, a significant proportion (21%) admitted failure to report a suspected case of child abuse 
or neglect.13 Common reasons for failure to report were uncertainty about the evidence, and lack of 
                                                 
4 See Mathews B and Bross D, “Mandated reporting is still a policy with reason: Empirical evidence and philosophical 
grounds” (2008) Child Abuse & Neglect (in press).  
5 Mathews et al, n 1. 
6 Australian Institute of Health and Welfare (2007) Child protection Australia 2005-06, Canberra: AIHW. 
7 Nayda R, “Registered Nurses’ Communication about Abused Children: Rules, Responsibilities and Resistance” (2004) 13 
(3) Child Abuse Review 188. 
8 Partly due to perceptions that (i) this type of abuse was simply a common feature of society, largely influenced by the 
parents’ own unsatisfactory childhood experiences; (ii) nurses thought interventions by government agencies in these types 
of cases may not be useful; (iii) poor parenting skills and depressed socioeconomic circumstances produced some child 
neglect, motivating reluctance to report it. 
9 Nayda, n 7 at 191. 
10 Nayda, n 7 at 189. 
11 Nayda R, “Influences on Registered Nurses’ Decision-making in Cases of Suspected Child Abuse” (2002) 11 (3) Child 
Abuse Review 168, 172, 174-6. 
12 Nayda, n 11 at 176. 
13 Feng J and Levine M, “Factors Associated with Nurses’ Intention to Report Child Abuse: A National Survey of 
Taiwanese Nurses” (2005) 29 Child Abuse and Neglect 783 at 789. This study was conducted by the development of a 
survey instrument (Child Abuse Report Intention Scale) with scales measuring the major variables (attitude, knowledge, 
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faith in legal authorities. The overwhelming majority had not received any education about child abuse; 
and most thought their education and in-service training was inadequate. Most nurses had insufficient 
knowledge of the content of the reporting duty. Studies of other professionals’ reporting practice 
indicate that the fear of negative consequences of making a report, along with lack of awareness and 
misinterpretation of the reporting law, are common reasons for failure to report.14 Overseas studies of 
nurse reporting where the laws do not exist have shown that a reason for not reporting was fear of 
being sued if the report turned out to be unsubstantiated.15 Studies have also shown that nurses require 
adequate training to be aware of the scope of the duty to report, and that without good training many 
nurses have poor knowledge of the reporting duty and of the legal protection offered to them when 
making a report.16 This small body of evidence suggests that certain factors tend to promote or impede 
effective reporting practice. 
 
The broad aim of this study was to identify factors predicting effective legally-compelled reporting by 
registered nurses of child abuse and neglect.17 This article reports on some important elements of this 
study: nurses’ past reporting of child abuse and neglect; their attitudes towards reporting; their 
knowledge of the legislative duty to report; and their interpretations of and anticipated responses to a 
number of scenarios concerning abuse and neglect. The study was conducted shortly after the 
enactment of Queensland’s mandatory reporting legislation for nurses. In this article, we present 
findings in the form of baseline descriptive statistics. Presenting the data and analysis in this way 
provides valuable insights into the reception of the law, uptake of training, attitudes and knowledge of 
the law, potential for future practical effectiveness. Findings may inform the refinement of training 
about reporting, enlighten post-report practices adopted by child protection agencies, and inform 
legislative and policy reform. They may also indicate fruitful avenues of further research. 
 
METHOD 
This study employed a cross-sectional survey design, capturing nurses’ responses to a questionnaire at 
one point in time, providing a descriptive and statistical snapshot of their reporting practice and factors 
related to their reporting practice. Since there was no existing survey instrument about the topic which 
was relevant to our jurisdiction, we developed a new instrument: the Child Abuse and Neglect - Nurses 
Questionnaire (CANNQ). Development of this instrument was informed by previous empirical 
research, most notably a custom-made survey instrument used in a study conducted with Taiwanese 
nurses.18 The CANNQ in its final form contained eight sections: demographic information; job details; 
work experience; attitudes about reporting; work environment; education and training about child abuse 
and neglect; and knowledge of the legislative duty. The final section contained eight scenarios 
presenting two situations each of sexual abuse, physical abuse, psychological abuse, and neglect. Each 
                                                                                                                                                                       
subjective norms, perceived behavioural control) and eight vignettes to measure intended reporting behaviour. See also 
Feng J and Wu Y, “Nurses’ Intention to Report Child Abuse in Taiwan: A Test of the Theory of Planned Behavior” (2005) 
28 Research in Nursing & Health 337. 
14 Alvarez K, Kenny M, Donohue B and Carpin K, “Why are Professionals Failing to Initiate Mandated Reports of Child 
Maltreatment, and Are There Any Empirically Based Training Programs to Assist Professionals in the Training Process?” 
(2004) 9 Aggression and Violent Behavior 563. 
15 “Healthcare Staff are Failing to Report Child Abuse Suspicions” (2004) 27 (7) Practice Nurse 4. 
16 Fagan D, “Child Abuse and Neglect: The Knowledge and Practice of the A & E nurse” (1998) 6 Accident and Emergency 
Nursing 30; Reiniger A, Robinson E and McHugh M, “Mandated Training of Professionals: A Means for Improving 
Reporting of Suspected Child Abuse” (1995) 19 (1) Child Abuse and Neglect 63. On the importance of training, see also 
Lamond D, “The impact of mandatory reporting legislation on reporting behaviour” (1989) 13 Child Abuse and Neglect 
471. 
17 In a forthcoming article, the authors report on this broad aim, using multivariate analyses to identify associations between 
factors tending to produce different types of reporting behaviour. 
18 Feng and Levine, n 13. 
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scenario was designed to contain sufficient features to enable a nurse who was reasonably 
knowledgeable about the legal duty and about the indicators of abuse and neglect to report the case 
with justifiable cause. Respondents were asked questions about each scenario, including whether or not 
the situation was abusive, whether the legislation required a report, and whether in fact they would 
report the case. 
 
Ethical clearance for the research was gained from the Queensland University of Technology’s Human 
Research Ethics Committee.19 Approval to conduct the research with nurses was sought from 38 
separate Queensland Department of Health districts/services (each having their own committees). 
Twenty-two of these districts approved the research, resulting in the participation of 22 hospitals and 
18 Community Health Centres, Primary Health Care Centres and Multi-Purpose Health Services. The 
CANNQ was reviewed by an international expert in child abuse and neglect for realism, relevance and 
clarity, and feedback was incorporated in a further revision of the instrument. The CANNQ was then 
piloted with a convenience sample of 33 community child health nurses employed in pharmacies 
throughout Queensland, with a mean of 26.1 (SD = 7.0) years working as a Registered Nurse. 
Following this, minor changes were made to formatting and response scales to improve validity and 
clarity, and some details in the scenarios were revised to enhance clarity and realism for nursing 
practice. 
 
Participating hospitals were posted packages of printed questionnaires and a contact person at each 
hospital was nominated to distribute these to individual nurses and collect the completed questionnaires 
for return to the researchers. Individual nurses were provided with an information sheet concerning the 
research explaining the aim of the study, and informing them that their participation was voluntary and 
anonymous. Completion and return of the questionnaire indicated their consent to participate in the 
research. As well, the information sheet advised participants that they could withdraw from the study at 
any time prior to submitting their questionnaire, that their responses were confidential, and that they 
could access free counselling on a University telephone number should they experience distress from 
participating. Data were analysed using SPSS 14.0.  
 
RESULTS 
Nurses returned 930 completed questionnaires, representing a return rate ranging from 9.5% to 100% 
across the 22 hospitals (M = 36.6%).20 Geographically, respondents were from metropolitan (34.1%), 
outer metropolitan (8.8%), rural/regional (50.4%) and remote areas (6.7%) of Queensland, representing 
these different areas proportionately to the population. The majority of respondents (94.6%) were 
female, with fulltime (43.8%) and part-time (49.5%) employment reflecting overall workforce profile. 
Most (92.7%) of these respondents had experience working with children ‘at the coalface’ (53.1% were 
Level 1 Practice Nurses and 30.7% were clinical nurses), assuring that the overwhelming majority of 
responses were from nurses familiar with child and youth health practice. Respondents had a mean age 
of 40, and a mean post-registration experience of 17.12 years. Nurses indicated they had received 
different types of training about their duty to report, with only 12.4% receiving no training at all.21
 
Past reporting practices 
                                                 
19 University Human Research Ethics Committee Reference Number 0600000109. 
20 This is an acceptable return rate, providing a representative profile of nurses across the State: Australian Institute of 
Health and Welfare, Nursing and Midwifery Labour Force 2003, Canberra: Australian Institute of Health and Welfare. 
21 111 respondents had received no training. To examine the effects of training on knowledge, attitudes and reporting, 
forthcoming work will compare the responses of nurses with no training with those of nurses who had received some 
training and those who had received more frequent training. 
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In terms of background, nurses’ past reporting practices were measured by asking if they had ever in 
their career reported a case of suspected abuse or neglect. Almost half (42.6%) of respondents had 
reported, with the mean number of reports per nurse being between one and two reports (m = 1.5, sd = 
3.63). Nurses were also asked if they had ever in their career not reported a case of suspected abuse or 
neglect. Approximately one fifth (21.1%) of respondents had not reported. Nurses’ written comments 
detailed some of the reasons for not reporting despite having a suspicion, which included a perceived 
lack of evidence, lack of faith in government agencies to respond appropriately, another person having 
made a report already, and not being sure how to report. 
 
Attitudes towards reporting 
Attitudes towards reporting child abuse and neglect were measured, with eleven items presented as 
statements requiring responses on a five-point likert-type scale; 1 indicated strong disagreement with 
the statement and 5 indicated strong agreement. Results are presented in Table 1 with attitudes 
attracting the strongest agreement presented in descending order. 
 
Table 1: Nurses’ attitudes towards reporting child abuse and neglect 
Statement Respondents  Mean Standard 
Deviation 
I lack faith in the Department of Child Safety to respond appropriately when 
reports are made 
919 2.85 1.12 
If I was uncertain about the evidence I would not report a case of child abuse 916 2.55 0.98 
I fear reprisals from reporting child abuse 922 2.09 1.03 
I fear litigation and/or legal liability from reporting child abuse 913 2.06 0.94 
Workload pressures are likely to deter me from reporting child abuse 919 2.06 0.93 
Lack of support from the hospital is likely to deter me from reporting child abuse 921 2.00 0.92 
I think the responsibility to report should rest with other professionals (e.g. 
doctors, social workers), not nurses 
923 1.78 0.87 
I think child abuse cases can be handled without involving the Department of 
Child Safety 
921 1.69 0.70 
I should not be required to report child abuse 922 1.60 0.73 
I don’t think it is in the family’s best interests to report child abuse 922 1.49 0.64 
I don’t think it is in the child’s best interests to report child abuse 921 1.41 0.63 
 
Knowledge of the legislative duty to report 
Knowledge of the legislative duty to report, including familiarity with key elements of the reporting 
duty and understanding of legal protections conferred on reporters, was measured in several questions. 
 
Content of the reporting duty 
Nurses were asked whether they were required by legislation to report each of the forms of child abuse 
and neglect, and were given answer options of yes, no or unsure.22 The correct answers were that 
nurses are required to report each form of abuse, and neglect. Table 2 presents the results of this 
question, highlighting percentages of correct responses and showing a slightly lower proportion of 
correct responses in relation to knowledge of the reporting duty for psychological or emotional abuse. 
 
Table 2: Knowledge of reporting duty for each form of child abuse and neglect 
                                                 
22 When asked a further question about the scope of the reporting duty, respondents showed a good understanding of that as 
well. For each type of abuse and neglect, between 87.9 and 89.5% of respondents accurately stated that the reporting duty 
applied to cases of abuse that had already happened and to cases of abuse that were reasonably suspected to occur in future 
(alternative answers were: having to report only cases of past abuse/neglect; having to report only suspected cases of future 
abuse; and not being sure). 
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Question Respondents  Percentage of respondents 
answering correctly 
Are nurses in Queensland required to report child physical abuse? 925 97.1% 
Are nurses in Queensland required to report child sexual abuse? 916 95.5% 
Are nurses in Queensland required to report child neglect? 922 95.0% 
Are nurses in Queensland required to report child psychological or emotional 
abuse? 
920 87.1% 
 
Nurses were asked what extent of knowledge or suspicion was required to activate the reporting duty. 
They were given answer options of: actual knowledge only; reasonable suspicion even if without actual 
knowledge; or unsure. The correct answer was that nurses are required to report reasonable suspicions 
of child abuse or neglect. Table 3 presents the results of this question in the form of percentages of 
correct responses. Over 90% of nurses responded accurately for every form of child abuse and neglect. 
Nurses were most knowledgeable about the extent of knowledge required for physical abuse and sexual 
abuse, and were notably less knowledgeable about the extent of knowledge required for 
psychological/emotional abuse and neglect. 
 
Table 3: Knowledge of the extent of knowledge or suspicion required to activate reporting duty 
Question Respondents  Percentage of respondents 
answering correctly 
How much knowledge of the abuse do you need to have before you are 
required by legislation to report a case of child physical abuse? 
895 94.4% 
How much knowledge of the abuse do you need to have before you are 
required by legislation to report a case of child sexual abuse? 
886 93.5% 
How much knowledge of the abuse do you need to have before you are 
required by legislation to report a case of child psychological or emotional 
abuse? 
811 91.2% 
How much knowledge of the abuse do you need to have before you are 
required by legislation to report a case of child neglect? 
876 90.3% 
 
Nurses were asked about the extent of harm to the child which had to be suspected by the nurse to 
activate the reporting duty. Answer options were: the duty to report only applies to cases where I think 
the harm being caused is significant; the duty to report applies even when I think the harm to the child 
is insignificant or there is no harm at all; or unsure. According to the exact terms of the legislation, the 
correct answer in each case was that nurses are required to report only if the suspected harm is 
significant. Table 4 displays these results. Knowledge levels are uniformly low with only between 4% 
and 12% responding correctly. Here, respondents showed considerable misunderstanding of the precise 
content of the duty with differences across the forms of child abuse and neglect and a substantially 
lower threshold recorded for child sexual abuse. 
 
Table 4: Knowledge of the extent of harm required to activate reporting duty 
Question Respondents  Percentage of respondents 
answering correctly 
How much harm to the child needs to have occurred before you are required by 
legislation report a case of child neglect? 
876 12.0% 
How much harm to the child needs to have occurred before you are required by 
legislation report a case of child psychological or emotional abuse? 
808 10.6% 
How much harm to the child needs to have occurred before you are required by 
legislation report a case of child physical abuse? 
892 8.0% 
How much harm to the child needs to have occurred before you are required by 
legislation report a case of child sexual abuse? 
884 4.3% 
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Nurses were asked about the temporal dimension to reporting harm: that is, if the reporting duty 
required reports only of past or current child abuse or neglect, or if legislation also required reports of 
suspected risk of future maltreatment. Answer options were: I need to report only abuse that I think has 
already happened; I need to report only if I think it is likely to occur in future; I need to report both if I 
think it has already happened and in cases where I think it has not happened yet but it is likely to occur 
in future; or unsure. Table 5 presents these results, showing that almost 90% of respondents provided 
accurate responses for all forms of child abuse and neglect. 
 
Table 5: Knowledge of temporal dimensions to reporting duty 
Question Respondents  Percentage of respondents 
answering correctly 
Are you required by legislation to report a case of child physical abuse only 
when it has already happened, or also when you think it has not yet happened 
but is likely to occur in future? 
894 89.5% 
Are you required by legislation to report a case of child psychological or 
emotional abuse only when it has already happened, or also when you think it 
has not yet happened but is likely to occur in future? 
809 89.4% 
Are you required by legislation to report a case of child neglect only when it 
has already happened, or also when you think it has not yet happened but is 
likely to occur in future? 
876 89.4% 
Are you required by legislation to report a case of child sexual abuse only 
when it has already happened, or also when you think it has not yet happened 
but is likely to occur in future? 
886 87.9% 
 
Knowledge of legal protection conferred on reporters 
Respondents were asked a series of questions about whether their identity as a reporter was protected, 
and whether they could be legally liable in various ways for making a report that turned out not to be 
substantiated. These questions were presented as statements with answer options of true, false, and 
unsure. The correct answers were that nurses’ identities as reporters are protected from disclosure, and 
that where a report is made in good faith that turns out not to be substantiated, the reporter cannot be 
sued and held liable for damages, defamation, or criminal conduct. Table 6 provides an overview of 
these results indicating lower knowledge levels for legal protection in allegations of defamation. 
 
Table 6: Knowledge of legal protection conferred on reporters 
Statement Respondents  Percentage of respondents 
answering correctly 
If I make a report in good faith which is not substantiated, I can be sued and 
held liable for criminal conduct 
917 72.8 
If I make a report in good faith, my identity as the reporter is protected from 
disclosure 
922 71.4 
If I make a report in good faith which is not substantiated, I can be sued and 
held liable for damages 
921 71.2 
If I make a report in good faith which is not substantiated, I can be sued and 
held liable for defamation 
920 68.3 
 
Responses to child abuse and neglect scenarios 
Respondents were presented with eight brief scenarios comprising two situations each of sexual abuse, 
physical abuse, psychological abuse, and neglect. These scenarios were designed to measure nurses’ 
intended reporting behaviour and their application of knowledge of the legislative duty to report. 
Regarding each scenario, respondents were asked a series of questions, including whether or not the 
situation was abusive, whether the legislation required a report, and whether they would report the case. 
Each scenario contained sufficient information to enable a nurse who was reasonably knowledgeable 
 7
about the legal duty and about the indicators of child abuse and neglect to report the case with 
justifiable cause. The tables below display results for each scenario expressed as a percentage of nurses 
responding positively to each of three key questions for sexual abuse (Tables 7 and 8), physical abuse 
(Tables 9 and 10), psychological/emotional abuse (Tables 11 and 12) and neglect (Tables 13 and 14). 
 
Table 7 
Scenario 1: past incident of sexual abuse (intercourse) by stepfather – 
disclosure by now 16 year old girl – no obvious signs of harm 
Respondents 
saying yes 
Percentage 
Does the incident constitute abuse? 904 98.3 
Would you report this case? 901 96.6 
Do you think you are required by the legislation to report this? 910 85.8 
 
Table 8 
Scenario 2: presently occurring sexual abuse – exposure of 13 year old boy by 
father to pornographic films involving sexual violence – no obvious signs of 
harm 
Respondents 
saying yes 
Percentage 
Do these incidents constitute abuse? 905 97.2 
Would you report this case? 904 95.4 
Do you think you are required by the legislation to report this? 917 87.5 
 
Table 9 
Scenario 3: physical abuse – 19 month old with old healing rib fractures and 
facial bruises and swelling – disclosure by mother that father hits child 
Respondents 
saying yes 
Percentage 
Do these incidents and facts indicate abuse? 921 100 
Would you report this case? 916 99.8 
Do you think you are required by the legislation to report this? 919 98.4 
 
Table 10 
Scenario 4: possible future physical abuse – mother badly beaten by husband 
has 3 year old living with them 
Respondents 
saying yes 
Percentage 
Does the situation indicate child abuse is likely to occur in future? 894 91.9 
Would you report this case? 902 88.9 
Do you think you are required by the legislation to report this? 914 77.9 
 
Table 11 
Scenario 5: psychological/emotional abuse – 13 year old with signs of 
depressions and anxiety discloses he is ridiculed, criticised by parents for poor 
school performance 
Respondents 
saying yes 
Percentage 
Do these incidents and facts indicate abuse? 886 92.0 
Would you report this case? 856 75.5 
Do you think you are required by the legislation to report this? 900 62.3 
 
Table 12 
Scenario 6: psychological/emotional abuse – 6 year old boy says father has 
told him he’s worthless and this is how father always talks to him but boy says 
it’s ok 
Respondents 
saying yes 
Percentage 
Do these incidents and facts indicate abuse? 883 91.3 
Would you report this case? 847 74.6 
Do you think you are required by the legislation to report this? 890 61.8 
 
Table 13 
Scenario 7: neglect – 9 year old left at home regularly after dark by parents 
who are often out until midnight – child starts a small fire in the house 
Respondents 
saying yes 
Percentage 
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Do these incidents and facts indicate neglect? 905 99.6 
Would you report this case? 895 97.3 
Do you think you are required by the legislation to report this? 899 91.3 
 
Table 14 
Scenario 8: neglect – 10 month old boy ill, not eating, crying, ignored by 
parents – finally brought to hospital seriously dehydrated 
Respondents 
saying yes 
Percentage 
Do these incidents and facts indicate neglect? 890 94.9 
Would you report this case? 883 90.7 
Do you think you are required by the legislation to report this? 890 85.5 
 
DISCUSSION  
This study explored nurses’ past child abuse and neglect reporting practices, their attitudes towards 
reporting, their knowledge of the legislative duty to report, and their anticipated reporting practice. The 
study was conducted at a time when nurses in Queensland had recently been made subject to new 
mandatory reporting legislation. Research findings confirm that nurses had positive attitudes towards 
the reporting of child abuse and neglect, and were generally very knowledgeable about the reporting 
duty. However, the results indicate there are aspects of nurses’ knowledge and even attitudes that may 
be enhanced through training. 
 
Past reporting practices 
Nurses had both reported child abuse and neglect, and had chosen at times not to report. Over their 
careers, a substantial proportion of registered nurses (42.6%) had reported on average between one and 
two cases of child maltreatment. Approximately one-fifth (21.1%) disclosed failure to report, with the 
real incidence possibly being higher. Even though most of these failures to report would have occurred 
before the introduction of the legislative reporting duty, the proportion is significant from a child 
protection point of view because it represents missed opportunities to intervene to protect the child and 
assist the family. This result is also significant because, whether or not a legislative reporting duty 
exists, failure to report suspected abuse may expose hospitals and health systems to liability at common 
law in negligence for future harm suffered by a child, thus creating potential liability to pay financial 
compensation. The proportion of respondents admitting to failure to report a suspected case of abuse or 
neglect (21.1%) is virtually identical to that found in Feng and Levine’s study of Taiwanese nurses 
(21%) who were also studied after the introduction of a new law.23 This proportion, therefore, may 
provide a baseline figure against which future incidence can be measured. We expect that over time, as 
reporting is officially subsumed into nurses’ roles, there will be a lower incidence of failure to report. 
 
Attitudes towards reporting 
Respondents strongly supported the view that it was in the child’s and the family’s best interests to 
make a report, thus recognising the potential of reports to produce positive outcomes (Table 1). They 
supported the professional obligation to report child abuse and neglect, and, in contrast to some other 
studies conducted overseas, rejected the view that reporting should not be their job.24 These positive 
attitudes support the extension of the reporting duty to nurses at a practical and professional level and 
indicate that civil disobedience is likely to be low. As a result, the case-finding goal of mandatory 
reporting legislation is not likely to be actively impeded by this group of reporters. These findings 
                                                 
23 Feng and Levine, n 13.  The most common reason given was uncertainty about having sufficient evidence to report. 
24 See eg Kenny M, “Child abuse reporting: teachers’ perceived deterrents” (2001) 25 Child Abuse & Neglect 81; Kenny M, 
“Teachers’ attitudes toward and knowledge of child maltreatment” (2004) 28 Child Abuse & Neglect 1311. 
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about the views of professionals who work with abused and neglected children also represent a 
challenge to scholars who oppose mandatory reporting laws.25
 
Responses also indicated, however, that nurses had significant levels of fear of reprisals, and of 
litigation, as a result of reporting. These findings, which have been produced in some other studies,26 
are important because such fears may produce failure to report. The negative attitude regarding 
potential litigation, combined with nurses’ answers to the knowledge-related questions about litigation 
and liability, indicate that training should be modified to inform and reassure nurses that they cannot be 
held liable for making a report in good faith, even if it is not substantiated. Nurses’ fear of reprisals is 
more difficult to respond to because some nurses may in fact be at risk of reprisals in their daily work 
(especially those in small communities, for example). If so, workplaces including hospitals and health 
centres may require enhanced safety measures for the personal protection of nurses, particularly those 
where reprisals may be more likely. As well, nurses may need further reassurance about their safety, 
and reassurance about the protection of their identity as the reporter. Further qualitative research is 
required to ascertain the specific risks associated with nurses’ involvement in child protection cases. 
 
The two statements to which respondents had the most negative attitudes were those regarding faith in 
child protection authorities to respond appropriately to a report, and uncertainty about the evidence and 
its influence on a decision not to report. These results confirm the findings of other research.27 
Regarding their faith in authorities to respond, the finding suggests that child protection authorities 
need to reassure nurses about the nature and quality of its different responses (including the fact that 
many reports will not be investigated but that this does not mean they are not useful and necessary), 
and that nurses should be apprised of what happens after their report in each case. Regarding nurses’ 
uncertainty about the evidence of abuse, the finding suggests that nurses need to be reassured that 
certainty about the evidence is not required to activate the duty to report—only reasonable suspicion is 
needed—but at the same time, reports should not be made unless the suspicion is reasonable and the 
suspected harm is significant. Nurses should also be informed that under the Queensland legislation 
they are permitted to consult with a knowledgeable colleague about their suspicion before deciding to 
make a report,28 and should be encouraged to do so if they have doubts about the quality of their 
suspicion or about whether they should report or not. These points could be emphasised in future 
training. 
 
Knowledge of the legislative duty to report 
Content of the reporting duty 
                                                 
25 See eg Ainsworth F, “Mandatory reporting of child abuse and neglect: Does it really make a difference?” (2002) 7 Child 
and Family Social Work 57; Ainsworth F and Hansen P, “Five tumultuous years in Australian child protection: little 
progress” (2006) 11 (1) Child and Family Social Work 33; Melton, G, “Mandated reporting: A policy without reason” 
(2005) 29 (1) Child Abuse & Neglect 9. 
26 See eg the 2004 study of 431 nurses in Northern Ireland: “Healthcare Staff are Failing to Report Child Abuse Suspicions” 
(2004) 27 (7) Practice Nurse 4; Abrahams N, Casey K and Daro D, “Teachers’ knowledge, attitudes and beliefs about child 
abuse and prevention” (1992) 16 (2) Child Abuse & Neglect 229; Kenny M, “Compliance with mandated child abuse 
reporting: Comparing physicians and teachers” (2001) 34 (1) Journal of Offender Rehabilitation 9; see also Alvarez et al, n 
14. 
27 See eg Zellman G, “Child abuse reporting and failure to report among mandated reporters” (1990) 5 Journal of 
Interpersonal Violence 3; Kenny M, “Child abuse reporting: teachers’ perceived deterrents” (2001) 25 Child Abuse & 
Neglect 81; Flaherty E, Sege R, Price L, Christoffel K, Norton D and O’Connor K, “Paediatrician Characteristics 
Associated With Child Abuse Identification and Reporting: Results From a National Survey of Paediatricians” (2006) 11 (4) 
Child Maltreatment 361; see also Alvarez et al, n 14. 
28 Public Health Act 2005 (Qld) s 191. No other Australian jurisdiction has a similar provision. 
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Respondents showed a very accurate knowledge of the duty to report sexual abuse, physical abuse, and 
neglect, and a lower but still impressive knowledge of the duty to report psychological or emotional 
abuse (Table 2). In the temporal domain, respondents understood that the duty to report applied not 
only to suspected cases of child abuse or neglect that had already happened, but also to cases that they 
suspected were likely to happen in future even if nothing had happened yet (Table 5). Although the 
extent of this knowledge was very high, it did not match the level of their knowledge of the duty to 
report suspected past or presently-occurring abuse and neglect. This gap in knowledge could be 
addressed via training, but to prevent overreporting it will be necessary to stress that the duty to report 
future suspected cases (as with the duty to report suspected cases of present or past abuse) is only 
enlivened if the reporter considers the harm likely to be caused to the child will be ‘significant’. 
 
When asked what extent of knowledge or suspicion was required to activate the reporting duty, 
respondents were also very knowledgeable (Table 3). Over 90% of nurses responded accurately that the 
reporting duty was activated when having either actual knowledge or reasonable suspicion of abuse or 
neglect. Again, nurses were most knowledgeable about the extent of knowledge required for physical 
abuse and sexual abuse, and were less knowledgeable about the extent of knowledge required for 
psychological or emotional abuse, and neglect. This gap in knowledge could be addressed through 
training, which should be sufficiently nuanced and detailed to respond to the challenges of a context 
having the slippery concept of ‘reasonable suspicion’ at its core.29 Interpreting and applying this 
concept in clinical contexts is also inherently difficult because the signs and indicators of each type of 
abuse, and neglect, can be entirely consistent with innocent explanations. Training systems therefore 
should also recognise and accommodate these difficulties. 
 
Possibly the most significant finding was that respondents showed an almost universal 
misunderstanding of the precise content of the legislative duty concerning the extent of harm that, 
technically, is required to activate the reporting duty (Table 4). The legislation in Queensland requires 
that suspected abuse or neglect must be reported only if the harm thought to have been caused to the 
child or likely to be suffered by the child is ‘significant’. Very few respondents (4.3-12.0%) answered 
this question correctly, for each abuse type, and for neglect. Only 6.4-7.1% answered that they were 
unsure; instead, the vast majority (80.9-89.1%) answered incorrectly that suspected abuse and neglect 
must be reported even if the suspected harm was insignificant or absent. 
 
This finding shows that most nurses believe they are required by the legislation to report suspected 
abuse and neglect even when the suspected harm is insignificant or nonexistent. In practice, this may 
translate to a tendency for nurses to overreport; that is, to report cases of insignificant or trivial harm. If 
this practical result ensued, the object of this element of the legislation would be defeated; that is, 
reports would be made not only of significant harm, but of trivial “harm”. Such overreporting could 
cause problems including resource wastage and diversion of resources from deserving cases. If the 
object of the legislation is to be secured, this gap in knowledge can easily be remedied in revised 
training. However, it should be noted that in practice there will continue to be some reports of 
suspected significant harm which do not in fact turn out to be significant. These reports will remain 
justified provided there were sufficient grounds for the development of the suspicion. 
 
                                                 
29 See generally Flaherty E, “Does the wording of the mandate to report suspected child abuse serve as another barrier to 
child abuse reporting?” (2006) 30 Child Abuse & Neglect 341; Levi B, Brown G and Erb C, “Reasonable suspicion: A pilot 
study of pediatric residents” (2006) 30 Child Abuse & Neglect 345; Levi B and Loeben G, “Index Of Suspicion: Feeling Not 
Believing” (2004) 25 Theoretical Medicine 277; Swain P, “What is ‘Belief On Reasonable Grounds’?” (1998) 23 (5) 
Alternative Law Journal 230; Deisz R, Doueck H and George N, “Reasonable Cause: A Qualitative Study Of Mandated 
Reporting” (1996) 20 (4) Child Abuse & Neglect 275 
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It is interesting to note that the findings indicate that in practice, the possible effect of overreporting 
noted above due to nonrecognition of the significant harm requirement may be diminished for 
psychological abuse. The reason for this possibility is that when faced with the scenarios about 
psychological abuse, a higher number of respondents indicated that even though they thought abuse 
was indicated, they did not think the legislation required a report and they would not in fact report it 
(Tables 11 and 12). 
 
Is the finding about nonrecognition of the significant harm requirement relevant for reform of law, 
policy or practice?  
A number of points can be made here. First, the legislation in Queensland and Victoria includes this 
technical limit of significant harm to activate the reporting duty for all the forms of abuse and neglect 
required by their respective statutes to be reported. In contrast, other Australian States and Territories, 
and numerous overseas jurisdictions, require reports of some types of abuse without imposing such a 
qualification.30 Most clearly, for example, in all but three jurisdictions in the USA and Canada, and in 
five out of seven jurisdictions in Australia, any suspected sexual abuse must be reported without the 
reporter considering whether the harm caused is significant or not. This reflects the seriousness with 
which sexual abuse is perceived by legislatures, the overwhelming likelihood that harm will be caused 
by this type of abuse, and the probability that the relevant acts are criminal. In this respect, the 
legislation in Queensland and Victoria differs markedly by requiring reports of suspected sexual abuse 
only if the harm caused or likely to be caused is perceived by the nurse as ‘significant’. This 
requirement should simply be omitted from the legislation in these two States to unify the existing laws 
in Australian jurisdictions, and to avoid any possibility that a reporter fails to report suspected sexual 
abuse, with legal justification, because of a possibly idiosyncratic or otherwise mistaken interpretation 
of there being less than significant harm occasioned by this type of abuse. 
 
Second, where the other types of abuse and neglect are required to be reported, Australian jurisdictions 
typically require the suspected harm to be “significant”, or use analogous terms to indicate that the 
legislation aims to encourage reports only of cases of abuse and neglect beyond the trivial, and this 
approach is also adopted in comparable overseas jurisdictions.31 This is particularly the case for 
neglect, and for psychological abuse. For physical abuse, most Australian jurisdictions also require the 
perceived harm to be significant, but New South Wales and the Australian Capital Territory (and some 
overseas jurisdictions) do not impose such a qualification and require reports of all suspected physical 
abuse. Our findings indicate that nurses in Queensland generally did not distinguish between significant 
and insignificant harm when understanding the trigger for their reporting duty. It would be interesting 
to conduct research with other occupational reporting groups, and in other States and Territories, to 
determine if nurses and other reporting groups also operate under this misapprehension, and to compare 
these understandings with government statistics about those groups’ actual reporting practice and the 
outcomes of those reports. Such information might improve our understanding of the sources and 
causes of reports that by most measures should not have been made. That understanding could then 
inform training and other reforms to reduce the incidence of clearly unnecessary reports. 
 
Third, it is interesting to conjecture that this finding may also indicate the practical futility of the law 
imposing this qualification of ‘significant harm’, especially (or at least) for cases of suspected sexual 
and physical abuse where any suspicion of such abuse may be reasonably viewed as either already 
involving significant harm (or risk of it), or involving the potential for future abuse of that type to occur 
                                                 
30 Mathews and Kenny, n 3. 
31 Mathews and Kenny, n 3. 
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and cause significant harm.32 That is, when confronted even with apparently ‘trivial’ suspected 
physical abuse, for example, nurses’ practical reporting experience may be that it is too difficult to 
make such finegrained discriminatory judgements about whether the child has suffered or is likely to 
suffer significant harm or not. Rather, the typical nurse might have a desire to protect the child and 
comply with the legislative duty, and so will choose the safest option and make the report, leaving 
further assessment and decisions to child protection authorities. Further research could evaluate this 
possibility. 
 
Knowledge of legal protection conferred on reporters 
Responses to questions about the legal protections conferred on reporters also revealed knowledge 
deficits including a significant underappreciation of the protections given to nurses when they make a 
report in good faith (Table 6). Approximately one-third of the respondents did not know of their 
immunity from legal liability if a report made in good faith was not substantiated, and nearly the same 
proportion did not know their identity as the reporter was protected from disclosure. These 
misunderstandings are significant because they may produce failure to report, and should (and could 
easily) be remedied by clearer information provided in training. Nurses deserve to be fully aware of 
their secure legal position when making a report in good faith on reasonable grounds even if that report 
is not substantiated. In further analyses it should be explored whether more highly trained nurses were 
more likely to have the clearer understandings of their legal protections as reporters. 
 
Responses to child abuse and neglect scenarios 
Interpretation of whether the acts or incidents constituted abuse or neglect 
In all scenarios, very high proportions of respondents (91.3% - 100%) accurately characterised the acts 
or omissions as abuse or neglect (Tables 7-14). Respondents thus showed a very high level of skill at 
applying knowledge of indicators of different types of abuse and neglect to situations featuring 
recognised characteristics of these different types of situations. 
 
Anticipated reporting 
Anticipated or intended reporting of these situations was very high for both sexual abuse scenarios 
(96.6% and 95.4%: Tables 7 and 8); almost universal for the existing physical abuse scenario (99.8%: 
Table 9), and high but slightly lower for the possible future physical abuse scenario (88.9%: Table 10); 
and was very high for both neglect scenarios (97.3% and 90.7%: Tables 13 and 14). In contrast, 
anticipated reporting of the psychological abuse scenarios was significantly lower (75.5% and 74.6%: 
Tables 11 and 12) despite the respondents usually characterising the situation as abusive. As suggested 
above, a possible explanation for this is the perception of lesser if any harm to the child in these 
scenarios. Another possible reason for this result is lack of faith in child protection authorities to 
respond to these types of cases. These responses to the psychological abuse scenarios, together with the 
lower knowledge about the duty to report psychological abuse, and the generally lower response rates 
to questions about psychological abuse—there were approximately 10% fewer responses to questions 
about psychological abuse than for the other abuse types: see Tables 3, 4 and 5—indicate that training 
may be enhanced regarding this type of abuse and the reporting duty. 
 
Interpretation of whether the legislation required a report to be made  
Most nurses showed a very sound applied understanding of whether the legislation required a report to 
be made about the abusive and neglectful situations (Tables 7-14). Both neglect scenarios produced 
                                                 
32 On the theoretical (let alone the practical) difficulties involved in defining harm as “significant”, see for example Swain 
P, “The significance of “significant” – when is intervention justified under child abuse reporting laws?” (2000) 14 
Australian Family Law Journal 26. 
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very high positive responses (85.5-91.3%: Tables 13 and 14); the results for the sexual abuse scenarios 
were similar (85.8-87.5%: Tables 7 and 8); and the current physical abuse scenario was higher still 
(98.4%: Table 9). It can be observed though, that apart from the current physical abuse scenario (Table 
9), there was generally about a 10% lower positive response to whether the legislation required a report 
even when the respondents thought the acts were abusive and indicated they would report the case. For 
example, in the neglect scenarios (Tables 13 and 14), 99.6% and 94.9% of respondents respectively 
thought the acts were neglectful, and 97.3% and 90.7% respectively would have reported the case. 
However, only 91.3% and 85.5% respectively thought the legislation required a report. The difference 
between the perception of acts as abusive or neglectful and intended reporting behaviour, and the 
understanding of whether the legislation requires a report to be made, is a matter that merits further 
research. Such research may yield insights into failure to report, overreporting, and desirable 
refinements to legislative drafting and training of reporters. 
 
One outstanding finding was that, compared to all other scenarios, the two psychological abuse cases 
(Tables 11 and 12) had significantly lower proportions of respondents indicating a report was required 
by the legislation (62.3% and 61.8%). One explanation for this is that those respondents characterising 
these situations as abusive either thought psychological abuse did not have to be reported at all, or that 
the level of harm was not significant enough to warrant a report. One of these scenarios (Table 11) 
contained a 13-year-old boy with clear signs of depression and anxiety and this case could be expected 
to have been reported more often. The other case (Table 12) could justifiably have been reported but it 
also could reasonably have not been reported on the basis that a knowledgeable nurse may reasonably 
not have thought the harm to the boy was significant. 
 
Another interesting finding was that the scenario involving likely future physical abuse (Table 10) 
produced a lower positive response (77.9%), even though this was still relatively high. This is 
justifiable as the context of potential future abuse can reasonably be expected to produce a lower rate of 
positive answers, since the temporal dimension adds another layer of uncertainty to what is already an 
uncertain context. In most such scenarios, reporters are unlikely to be as certain of their suspicions 
when abuse of the child has not occurred yet. In addition, while this scenario contained evidence of the 
man’s violence towards his wife, there was no direct evidence of his propensity to be violent towards 
either the child mentioned in the scenario, or any other child. If the government desires reports of likely 
future abuse of a child by nurses in contexts such as this, nurses need to be trained so they develop an 
awareness that intrafamilial violence correlates strongly with child abuse, and they need specific 
knowledge to recognise in some cases the possibility of significant harm being caused simply by 
exposure to domestic violence. 
 
Finally, it can also be observed that the responses to the scenario involving a case of past sexual abuse 
(Table 7), showed a marked difference between intended reporting behaviour and whether respondents 
thought the legislation required a report. Particularly since it involved sexual abuse, this result was 
unexpected. Difference in intended reporting (96.6% of respondents indicated they would report the 
case) and opinion of whether a report was required by the legislation (85.8%) may be explained by 
some qualitative comments suggesting that some respondents thought that since the girl may have been 
16 years old at the time of the intercourse, the sexual activity may have been legal. If held, this opinion 
is factually incorrect because as a matter of law, the girl’s stepfather would still have committed the 
criminal offence of incest; this offence is committed by a man having sexual intercourse with a 
biological daughter or a stepdaughter.33 As well, incest in such a case is committed by the stepfather 
even if “consent” is present, as the Crown does not have to prove lack of consent to prove this offence. 
                                                 
33 Criminal Code Act 1899 (Qld) s 222(5); R v D [2003] QCA 455 at [9]; R v BAY [2005] QCA 427 at [38]. 
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Therefore, the girl’s possible age of 16 at the time of the incident is irrelevant. A crime had been 
committed and the abuse should have been reported. If this or any other misunderstandings exist about 
the circumstances under which children are able to consent to sexual relations, it should be remedied in 
training. 
 
Limitations 
While important, timely, and having a large and representative sample, this study is subject to the 
following limitations. First, the survey was conducted immediately following a statewide education and 
training program, which was conducted soon after enactment of the legislation. The results of the study 
do not provide insights into longer-term follow up of reporting behaviour. Further research is therefore 
needed to determine the stability of education and training programs, and of knowledge, attitudes and 
anticipated reporting behaviour. Second, it is true that scenarios have been used extensively in child 
abuse and neglect research as a tool for accessing and anticipating professional practice. Nevertheless, 
data gathered about nurses’ anticipated reporting practice through responses to hypothetical scenarios 
are not as persuasive as extensive data on their actual past reporting practice and failure to report.34 
Quantitative and qualitative research into actual reporting practice, and into the outcomes of those 
reports, would be invaluable. Finally, small but noteworthy differences in the proportion of nurses who 
were able to correctly respond to the questions provide little evidence for what mediates reporting 
behaviour of the various forms of abuse and neglect. 
 
CONCLUSION 
Descriptive findings from this large study of registered nurses in Queensland are highly encouraging. 
They indicate generally very good levels of knowledge of the reporting duty, positive attitudes towards 
the responsibility to report, and commendable anticipated reporting behaviour. As well, responses 
suggest a relatively low incidence of failure to report suspected abuse even before the legislative 
reporting duty was introduced, which, taken together with the responses to the questionnaire, suggest 
sound future reporting behaviour and low levels of failure to report suspected cases of abuse and 
neglect. Nevertheless, this research has yielded insights about how the training of nurses may be 
enhanced in three key areas. First, nurses need to know that technically, they are only required to report 
suspected abuse and neglect where the suspected extent of harm is significant. Second, all nurses must 
be trained so that they feel secure in the knowledge that when they make a report in good faith, they 
receive legal protection from liability and from disclosure of their identity. Third, training regarding the 
detection and reporting of psychological abuse may need more attention. As well, key findings from 
the investigation into nurses’ attitudes show that the extension of the legislative reporting duty 
corresponds to nurses’ sense of professional duty and perceptions of children’s rights to protection, and 
suggest that child protection authorities need to do more to respond in appropriate ways to reports, and 
to ensure that nurses know that appropriate responses are and will be made. In terms of law reform, 
findings suggest that, at least for the reporting of sexual abuse, the requirement of significant harm to 
activate the reporting duty be omitted from Queensland’s legislation. This would align Queensland’s 
law with those existing throughout most of the rest of the country, and would avoid the possibility that 
some cases of suspected sexual abuse are not reported when they should be. 
                                                 
34 See for example Crenshaw W, Crenshaw L and Lichtenberg J, “When educators confront child abuse: An analysis of the 
decision to report” (1995) 19 Child Abuse and Neglect 1095. 
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